J.H. BROWN, M.B. 3 The Size of the Problem In 1973, official statistics indicated that 2,773 persons committed suicide in Canada, giving a crude death rate of 12.6 per 100,000 population at risk (25) . This death rate is the highest hitherto recorded and is part of a rising trend, particularly amongst females of all ages, and young males. However, this official figure is considered conservative and requires correction. For example, Kennedy et al. (10) found that there was an underestimate of 41 percent for Edinburgh, and should this finding be correct and be extrapolated to Canada, a truer figure is around 3,900. Stengel (24) has suggested that attempted suicide (parasuicide) is eight to ten times as common as suicide, which would give an annual Canadian figure of around 47,000 if corrected by 20 percent, which was the underestimate found by Kennedy et al. (10) for parasuicide. Epidemiological work elsewhere has suggested that the number of cases is even greater. Paykel (19) from a one-year prevalence survey found that 0.6 percent had committed parasuicide and 8.9 percent had either done so or had had suicidal ideation. Extrapolated to Canada the number of parasuicides in one year would be 132,000 and those with suicidal ideation Can. Psychiatr. Assoc. J. Vol. 21 (1976) would approach two million. Indeed these figures are corroborated by the findings of Johnson et al. (8) , who found self-injury (parasuicide) rates between 730 and 1,433 per 100,000 in London, Ontario which, if extrapolated to the rest of Canada, would involve between 160,000 and 315,000 per annum. These figures, estimated for an average day, are shown in Table I . On average each day there will be: 7. Existing data suggest that the parasuicide/suicide ratio lies between a minimum of 10 and a maximum of 80 to 1, rather than the ratio of between 8 and 10 to 1 suggested by Stengel. Kennedy et al. (10) found overall ratios of 8.3 for men and 17.3 for women but in age-specific terms showed a ratio of around 40 to 1 for those between 15 and 34 years.
While the revision of previous suicide data in this way might suggest that the past findings in the field are unreliable, the view has been taken by Sainsbury (21) that the inaccuracy in suicide statistics is no different from that for other conditions, and that any underestimates are consistent over time.
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It has been possible to determine a variety of factors related to the suicidal act (30) and these are shown in Table II . Despite the large number of people with suicidal ideation, 'high-risk' groups may be defined within that population. Traditionally, parasuicidal patients have been young females, and suicidal patients have been middle-aged males with depressive illnesses and possibly alcoholism, but parasuicide and suicide are not mutually exclusive phenomena. It has been shown that up to 10 percent of parasuicides will eventually commit suicide (24) and in Edinburgh (10) it was shown that 41 percent of detected cases of completed suicide had a history of parasuicide. Ovenstone and Kreitman (18) showed that completed suicides could be divided into those individuals with a history of parasuicide who seem to be more sociopathic (chronic cases) and those more stable and without a history of parasuicide (acute cases). Similarly, Wold and Litman (29) , reviewing suicides amongst those who had consulted the suicide prevention centre in Los Angeles, considered that the subjects' deaths resulted from their life-style and were relatively independent of the emergency crises which had existed at the time they were in touch with the suicide centre.
Suicide Prevention
From the medical standpoint some clues are available regarding prevention. While middle-aged depressives are the group with the highest suicide rate it is known that although they may seek help it is not always adequately provided (5) . Since the diagnosis of manic-depressive illness carries a 10 to 15 percent probability of death from suicide (20, 28) , proper treatment might be expected to reduce this high risk. It has been estimated that lithium carbonate treatment could well reduce the suicide rate by 20 percent (3). In Britain, routine psychiatric consultation (9), increased prescription of antidepressant medications (2) and the development of community psychiatric services (26) have all been cited as partial reasons for the fall in suicide rates, but clinically there is the wellrecognized problem of impulsivity (6, 22) , particularly amongst those with schizophrenia and personality disorder.
Suicide prevention centres, synonymously called crisis centres or distress centres, have burgeoned in Canada in recent years to over fifty. Originally conceived by the Salvation Army in 1906, the contemporary model is the Samaritans founded in 1953 by the Reverend Chad Varah in Britain. There are now 120 Samaritan centres in the United Kingdom with 200 analogous suicide prevention centres in the United States and over 50 in Canada. The common elements of such centres have been suggested by Singh and Brown (23) as: a central role for immediate emotional control in a crisis, sometimes called by various names such as 'succourence' and 'befriending'; major reliance on the telephone; availability around the clock; anonymity for the caller if he wishes it; use of trained and supervised volunteers; and avoidance of prolonged or specialized care.
Evaluation
Attempts at evaluating the centres have been made. Bagley (1), using a matched design, found that 15 towns with Samaritan centres in Britain had overall declines in suicide rates compared to increases in an equivalent number of towns without such centres. In the towns with Samaritan centres, suicide was found to have declined on average by 1.85 percent, while in the control towns suicide increased on average, 19.84 percent. It is conceivable that the Samaritan services were responsible for a small but statistically significant decline in the number of suicides. Against this result must be set the fact that the suicide rate was declining in England and Wales during that period and a common method, coal-gas poisoning, was being eradicated by the Gas Council removing the carbon monoxide component. In Los Angeles, Litman considered that his centre was reducing rates by 5-10 percent (13), but it seems that most of the data collected in the study were obtained through the use of expert professionals and specialists, whereas in the other studies, such as the Samaritans, the data were collected by lay volunteers. Lester (12) , in the United States conducted a study similar to that of Bagley but failed to replicate the findings although there were design problems in matching cities.
The dilemma of evaluating such centres is threefold. First, there is no one standard of care or ethical conduct required for such centres and there is no mechanism for ensuring even minimal standards. Second, while it has been demonstrated that the clientele (4, 11, 27) carries a high risk for suicide, only a small proportion of telephone calls deal with suicide callers. To put the suicide calls into proper perspective, in one Canadian centre there were 20,218 calls in one year, with only 909 (4.6 percent) related to suicide (7) . Since this city contains one-seventh of the Canadian population, the figure is derisory compared to the numbers outlined in Table I . Third, the evaluation of most centres is not easy because of the anonymity of the callers and avoidance of prolonged or specialized care; although some centres have attempted to deal with this problem. The Samaritan service has supplemented the telephone calls with face-to-face counselling or 'befriending'. The St. Louis Prevention Centre had their callers leave a recorded message with a telephone number (16) . Unfortunately these techniques are not commonly used. Related to inadequate evaluation is the lack of follow-up in most centres and minimal contact with medical personnel. In a recent study from Winnipeg, McKenna et aL. (14) showed that the majority of callers were 'chronically suicidal' rather than 'acutely suicidal', using the categories of Ovenstone and Kreitman (18) and Wold and Litman (29) , and that crisis intervention has a negligible impact on the suicidal feelings and psychological problems of the chronic group; in another Winnipeg study Nelson et aL. (17) examined the problem of anonymity and, while finding that the clients who preferred to remain anonymous were more lonely and more likely to withhold information than the nonanonymous group, they concluded that the differences are not sufficient to make the absence of anonymous patients a significant problem in follow-up studies.
Conclusion
During their existence suicide prevention centres have developed in style and number. Some have changed their name to match their work with the recognition that the telephone conversations have more to do with 'distress' or 'crisis' than suicidal ideation. By and large, however, the interest in suicidal patients has been preserved and the pattern of anonymous telephone calls to trained lay volunteers has persisted. The centres, therefore, remain part and parcel of the medical and non-medical services intended to cope with suicidal behaviour.
In evaluating any kind of suicide prevention, prediction has to be attempted but this, at present, is an elusive goal. Those with suicidal ideation and behaviour form a population pyramid with a large base consisting of nearly a tenth of the population and an apex consisting of a small number of completed suicides. Identifying the suicides from the base, or even from the high-risk groups near the apex, is far from easy. This is not peculiar to psychiatry and occurs throughout medicine. For example, only one in seven people with high-risk coronary heart disease factors will actually develop the condition over a five-year period (15) . Suicide prevention centres are different from medical agencies in that no vital statistics are collected, and outcome is not usually followed. Since it does not make sense for medical and nonmedical services to pursue the same goals without communication, they must be complementary and should be judged by the same standards.
In Canada there is currently a rising suicide and parasuicide rate with no clear evidence that intervention is having any effect. There is now a considerable body of knowledge regarding antecedent and associated factors of suicide but the results of preventive measures are disappointing. The approach should be refined so that the spectrum of suicidal ideation is understood by all the agencies concerned and the treatable high-risk individuals are not missed. It is therefore incumbent upon the medical and paramedical facilities not only to manage this type of disturbing bahaviour but also to audit their findings. Rather than be parallel and overlapping, medical and non-medical services must collaborate more closely and, through rigorously designed evaluation programs, ensure that the goodwill involved is put to effective use.
Summary Suicide and parasuicide rates have been underestimated in the past although there is evidence to show that the individuals in the official statistics are representative of the suicidal population as a whole. Both medical and non-medical agencies are involved in suicide prevention and while their effectiveness is uncertain their efforts should be judged by the same criteria with the whole spectrum ideation taken into account.
Resume
En 1973, selon les sources officielles, 2773 personnes se suiciderent au Canada, un taux de 12.6 par 100,000 de population.
Ce qui constitue un taux brut de risque de mortalite par le suicide de 12.6 par 111,000 de population. Ce chiffre est conservateur; si on applique au Canada les evaluations adoptees par d'autres contrees; on obtient un chiffre plus plausible de 39,000 et un nombre de personnes a tendances suicidaires d' environ 47,000. Si on utilise pour le Canada Ie travail epidemiologique fait aux Etats-Unis, le nombre de tentatives de suicides dans une annee atteindrait le chiffre de 132,000 et ceux qui possedent une ideation suicidaire rejoindraient les deux millions. Bien que ces resultats sont variables, il a ete demontre qu' atravers les statistiques officielles sur le suicide et les atteintes au suicide sont egalernent representatifs d 'une population suicidaire dans son ensemble.
Du point de vue medical il est admis que Ie diagnostique d'une maladie maniacodepressive porte de 10 a 15 pour cent de mort probable par voie suicidaire. On a evalue que le traitement par le carbonate de Lithium peut reduire de 20 pour cent le taux de suicide. En Grande-Bretagne on cons idere que la consultation psychiatrique, un usage plus accru dantidepresseurs et I'expansion des services communautaires de psychiatrie sont des causes partielles de la diminution des taux de suicide. Au point de vue non medical, les centres contre la prevention du suicide se sont multiplies; il y en existe en Grande Bretagne 200 de ces centres de Bons Samaritains; 200 de ces memes centres aux Etats-Unis et plus de 50 au Canada. En utilisant un processus comparatif, Bagley a trouve que des villes en Angleterre qui disposaient de centres Samaritains avaient diminue leur taux de suicide si on vou1ait etablir une comparaison aux taux de suicide plus eleves dans le meme nombre de ville qui ne possedaient pas ces centres. Lester ne peut confirmer les memes resultats pour les Etats-Unis. II existe un probleme pour evaluer les centres de prevention du suicide, d' abord les criteres de jugement varient en ce qui concerne les soins aussi bien que I' ethique; les centres ne peuvent exercer aucun controle sur les suites de leurs interventions et une faible proportion seulement des appels telephoniques, qui leur sont adresses traitent de cas de suicide.
Toute evaluation du comportement suicidaire doit tenir compte de gamme entiere des tendances au suicide. En effet une proportion de pres de 10 pour cent de la population affiche des tendances au suicide au cours d'une merne annee, alors qu'un nombre limite de personnes s'enlevent la vie par Ie truchement de cette voie. La prediction dans ce domaine s' avere un exercise incertain. Les services medicaux et non medicaux de prevention au suicide devraient etre complernentaires et on devrait evaluer selon les memes criteres de recherche.
